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We report a case of Kawasaki disease (KD) complicated by coronary artery lesions (CALs) with various symp-
toms other than major items, such as arthralgia and nail lesions.
Case: A 23-month-old girl developed fever. Five out of 6 major items of KD were confirmed on the day of illness 3,
and the patient was hospitalized with a diagnosis of KD. She did not respond to the first dose of high-dose immu-
noglobulin therapy (IVIg). Knee and hip joint pain appeared and orange-brown chromonychia, a characteristic
nail finding of KD, was recognized on day 9. After additional IVIg and cyclosporine A (CsA), she developed recur-
rent fever on day 16, and moderate CALs were observed. The joint pain worsened with fever and were alleviated
as the fever improved. Finally, she required 5 doses of IVIg, CsA for 39 days, moderate doses of aspirin for 48
days, and antihypertensive medication. The left anterior descending artery measured a maximum of 4.1 mm (Z
score＋6.6). She had desquamation of her fingers on day 14, and the joint pain almost disappeared on day 50. She
was discharged on day 54. The CALs improved well after 3 months.
Discussion: Systemic juvenile idiopathic arthritis was also considered as a differential diagnosis by the joint pain,
but she was finally diagnosed as KD because of BCG inoculation redness, nail findings, membranous desquama-
tion of hand and foot, laboratory test values, and final resolve of fever. In this case, the responsiveness to IVIg and
CsA was insufficient. There are several treatment options for IVIg-resistant KD, and it is necessary to establish
treatment selection criteria.
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Table　1　Laboratory findings on admission.
WBC 9.65×103 /μL TP 6.5 g/dL CRP 4.52 mg/dL
Neut 69.3 % ALB 3.8 g/dL Na 134 mEq/L
Eos 0.5 % AST 275 U/L Cl 100 mEq/L
Baso 0.2 % ALT 376 U/L K 4.7 mEq/L
Lymph 26.7 % LDH 407 U/L IgG 633 mg/dL
Mono 3.3 % ALP 1,037 U/L BNP 83.6 pg/mL
RBC 4.17×104 /μL γ-GTP 154 U/L
Hb 11.1 g/dL BUN 8.0 mg/dL
























入院時身体所見：身長 82.0 cm（－0.6 SD），体重







入院時検査結果（Table 1）：CRP 4.52 mg/dL，肝
酵素（AST 275 U/L，ALT 376 U/L），胆道系酵素
（γ-GTP 154 U/L，T-Bil 1.2 mg/dL，D-Bil 0.7 mg/
dL），Na 134 mEq/Lであった．心臓超音波検査で心
収縮は正常で，右冠動脈 1.9 mm（Z score＋1.1），左
冠動脈主幹部 2.0 mm（Z score＋0.6），左冠動脈前下










し，病日 6に追加治療として 2nd IVIgを投与した
が，終了後も解熱せず CRP値は 4.95 mg/dLから










した．病日 11の血清フェリチン値は 259 ng/ml，IL-
18値は 1,110 pg/mlであった．アセトアミノフェン
頓用による対症療法は有効であった．同時期に川崎
病に特徴的な爪の所見で あ る orange-brown
chromonychiaを認めた（Figure 2）．
病日 8からの CsA開始後も発熱は持続し CRP値
は 7.50 mg/dLから病日 11に 12.0 mg/dLへ上昇し
たため，血清 IgG値が 2,528 mg/dLに低下している
ことを確認して同日 3rd IVIgを行った．終了後に体
温は 37度前半まで解熱し，CRP値も 3.76 mg/dL
まで低下した．左冠動脈前下行枝は病日 10まで 2.2
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Figure 1 Hospital course, treatment, and laboratory data.
CRP, C reactive protein; CsA, cyclosporine A; IgG, immunoglobulin GLAD, left descending 
coronary artery; IVIg, intravenous immunoglobulin therapy; WBC, white blood cells.
Figure 2 Nail lesion (left: day11, right: day32).
Nail lesions, so called as orange-brown chromonychia; were found at the end of the nail and 
all fingers. Linear erythema in the early stage of the disease gradually changed to brown 
patches.
mm（Z score＋2.2）であったが，病日 14に 2.9 mm
（Z score＋4.1），病日 15に 3.3 mm（Z score＋4.9），
病日 16に 4.1 mm（Z score＋6.6）と拡大が進行した．
37度未満には解熱せず病日 16に再発熱も認め，血
清 IgG値は 3rd IVIg投与後に 4,030 mg/dLであっ
たのが 3,324 mg/dLまで低下していることを確認
し 4th IVIgを行った．また，収縮期血圧は入院時よ







間，ASA 50 mg/kg/dayは病日 50まで 48日間の投
与を必要とした．最終的な解熱は病日 48であった．
左冠動脈の最大径は，病日 16に左冠動脈主幹部
3.8 mm（Z score＋5.2），左冠動脈前下行枝 4.1 mm
（Z score＋6.6：最大）まで拡張した（Figure 3）が，
退院時には左冠動脈主幹部 3.2 mm（Z score＋3.8），
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Figure 3 Echocardiography of left coronary artery at
16th illness day.
Ao, aorta; LAD, left descending coronary artery; Lcx, left













3 F IVIg 4 courses day 10 3)
6 M IVIg 2 courses, PSL day 20 4)
2 M IVIg 3 courses, PSL day 30 4)
9 M IVIg 2 courses, PSL day 27 4)
7 F IVIg 2 courses, PSL day 20 4)
8 M IVIg 2 courses, PSL day 25 4)
5 F IVIg 2 courses, PSL day 27 4)
6 M IVIg 2 courses, PSL day 19 4)
9 M IVIg 3 courses, PSL day 14 4)
13 M IVIg 2 courses, IFX day 2 5)
1 F IVIg 5 courses, CsA day 9 our patient
F, female; IVIg, intravenous immunoglobulin; M, male; PSL, prednisolone; 
IFX, infliximab; CsA, cyclosporine A.















































































































富な CsAを選択したが CALを残した．3rd line治
療の CsA＋3rd IVIgでいったん解熱したものの冠
動脈病変は進行し，4th line治療前の病日 16では最
大 Z score＋6.6と中等瘤に進行しており PSLを使
用しなかった．振り返ると 2nd IVIg終了後再発熱し
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